MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFASEIB 1003
Reglstration District No. ______+ ) _Primary Registratlon District . —————Raqgistrar's No.

DO NOT WRITE AMENDED

ON THIS STUB
1. PLACE OF DEATH
a. COUNTY

+2433863-044751

2. USUAL RESIDENCE (Where decearsd lived. If institution: Residence befors
a. STATE b. COUNTY ad i
Mo. S, Lowis mission)

c. CITY Oagedale 33

OR
TOWN
d. STREET (If cuhide, give location)

ADDRESS 73)_’2 ’PM!Q 0};_.

4. DATE
OF
DEATH
9. AGE {law birthday)

60

V5 300
Rev. 4/5%

b. CITY {If outside corporate limirs, give TOWNSHIP only)

10WN
5S4, louis
. FULL NAME OF (If NOT in hospital, give location)

HOSPITAL O . .

INSTITUTION ewu/:_ tl/a 4p41al

T NAME OF DECEASED
(Type or print)

Lengih of stay in 1b

[ _week

Imside Limits

Inside Limlits

No {1

Reside on Farm

Yer O No XD

Yos

V90 04

2413,

Yesd No []

ATE AMENDED

Firse

Sulvesten

6. COLOR w RACE

Middle

7. Morried £  Never Married [
Widowed [] Divorced [}

Last

Meien
8. DATE OF BIRTH

Year

796 3
IF UNDER 24 HR
Hours Min.

IF_UNDER 1 YEAR
Months Days

. SEX

M

47703

10a. USUAL OCCUPATION (Give kind of work done
ring moat of waqrking life, even if retired)

10b. KIND OF BUSINESS OR INDUSTRY

AnhuesenBuach

11. BIRTHPLACE (Ciry and state or country)

12. CITIZEN OF W

VHAT COUNTRY

Sit. Lowis, Mo, (. 5. A.
14. NAME OF HUSBAND OR WIFE
Flizabeth Muesenfechten

Della G. Meien
16. SOCIAL SECURITY NO. | 17. INFORMANT

Address )’j
flella C Mei an—7?;2 !PCUUI'\' fo-. Paaedale

INTERVAL BETWEEN

Ty,
/ afe_cJQ

[4] en

ey,
13a. FATHER'S NAME

Anthon

15. WAS DECEASED EVER IN U.S ARMED FORCES?
(Yev no, or unknown) I(I! yes, givp, war or dates of

13b. MOTHER'S MAIDEN NAME

oane.
18. CAUSE OF DEATH (Enter only cne cauvie per
PART I. DEATH WAS CAUSED BY

IMMEDIATE CAUSE (a) ﬁ Mmam
werow it zitinal) @-

lying <cause Imj DUE TO (g) M\M &Mg
PART 1. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING fad 1o the termingl

- 2 \ disease con;ili_on given in P%:j)f—go) a 44 ¥ ZT - /%f[c 63

9. WAS AUTOPSY | 20s. ACCIDENT  SUICIDE  HOMICIDE | Z0b, DESCRIBE HOW INJURY OCCURRED. {Entef nature of
PERFORMED a a O
YES[J NO

20c. TIME OF
INJURY

DOCUMENT

VAN

Conditions, if any,
which gave rise to
above causs (a),
stating the wi

™
O
[a]
<
w
o
7]
=

5705

PART |li. If decaased was famale wm
there a pregnancy in last 90 days.

I 0O Yes l O] Ne l ] Unknown
njury in PART | or PART 11 of item 18.)

Hour Manth, Day, Year
a.m,

B,

20d. INJURY QCCURRED
WHILE AT WORK []
NOT WHILE AT WORK [0

S —

O
=
2
Ly
<
W
o
a4
ja]
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O
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=
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MEDICAL CERTIFICATION

20e. PLACE OF INJURY (s.g. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

farm, factory, street, office bidg., eic.)

fa—LC/ 2"% — . fo ‘MS I"‘—L— and last uwmnlweon ,‘[Zbﬁ 3/57—

7 7 78 /mn on the date stated abowe, and to the best of my knowledge, from the causes stated.

VSl Fan) R L. 1]5/67

23c NAME OF CEMETERY OR CREMATORY 29d, LOCATION [§ity, town, or couhty) " (Stafe) '

falvajw (-eme,t@# S+

REgDVA pzlfy)
ADDRESS ﬁAD RECD. BY LOCAL REG.

,é‘ wmar éw 2504 MD‘M N3 1954

{Licensed Embalmer’s Statement on Reverse Side)

OR
TYPEWRITER RIBBON

) artended the decessed from

Death occurred at

aj\
23a. BURIAL, CREMATION, DATE
7-4-7964

2.

(Degrea or title)

USE BLACK INK

22a. TURE
. ~

SHOULD READ

LOUJ_IJ.

“Hond Fuild 110,

BY AFFIDAVIT OF

ITEM NO.




r
. R e e - — e e ,

STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. - (' .
2 L .4,/ '
Student Signed_ 2 Az L7 (A G B o 2 gl
Licensed Embalmer Np:: Cj{éé%

P. O. Addresmi%//%'s/ o070

Signature of Student Embalmer

l:lgfe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body. is not embalmed, fact should be so stated above.

o [ LT W




